Homeless young adults exhibit high rates of alcohol and other drug (AOD) use and sexual risk behaviors. This study is a secondary analysis of data collected in a randomized clinical trial of AWARE, a new 4 session group motivational interviewing intervention. AWARE mainly focused on alcohol use and sexual risk behavior given focus group feedback. We used sequential coding to analyze how the group process affected both AOD use and sexual risk behavior at 3-month follow up among homeless young adults by examining facilitator behavior and participant change talk (CT) and sustain talk (ST). We analyzed 57 group session digital recordings of 100 youth (69% male, 74% heterosexual, 28% non-Hispanic white, 23% African American, 26% Hispanic, 23% multiracial/ other; mean age 21.75). Outcomes included importance and readiness to change AOD use and risky sexual behavior, AOD use and consequences, number of partners and unprotected sex, and condom self-efficacy. Sequential analysis indicated that facilitator open-ended questions and reflections of CT increased Group CT. Group CT was associated with a lower likelihood of being a heavy drinker 3 months later; Group ST was associated with decreased readiness and confidence to change alcohol use. There were no associations with CT or ST for drug use or risky sexual behavior. Facilitator speech and peer responses were related to CT and ST during the group sessions with this high risk population, which were then associated with individual changes for alcohol use. Further research is needed to explore associations with drug use and sexual risk behavior.
use and sexual risk behavior among homeless 18-to 25-year-olds in four 45-min sessions (Tucker, D'Amico, Ewing, Miles, & Pedersen, 2017) . Recent studies have shown that Group MI is a promising intervention for at-risk youth (D'Amico, Hunter, Miles, Ewing, & Osilla, 2013; Engle, Macgowan, Wagner, & Amrhein, 2010; Feldstein Ewing, Walters, & Baer, 2012) , and Group MIbased interventions have been used to address AOD use and sexual risk behavior in young people involved in the criminal justice system (Magnan et al., 2013; Schmiege, Broaddus, Levin, & Bryan, 2009 ). To date, there are no brief, Group MI interventions with homeless young adults that address both AOD use and sexual risk behavior. With a few exceptions (D'Amico et al., 2013; Engle et al., 2010; Schmiege et al., 2009) , the majority of published Group MI interventions target adults or college students and focus exclusively on substance use (Lundahl, Kunz, Brownell, Tollefson, & Burke, 2010) . As such, they ignore the reciprocal role that risky sexual behaviors play in sustaining and influencing AOD use among this at-risk group.
Furthermore, although there is research on process, structure, and clinician behavior in individual MI-based interventions with youth Houck et al., 2016) , there is little research on these constructs for group interventions with at-risk youth (D'Amico et al., 2015) . There are only five published studies to date (D'Amico et al., 2015; Engle et al., 2010; Ladd, Tomlinson, Myers, & Anderson, 2016; Osilla et al., 2015) that have analyzed the group process by coding the speech that occurs during the group and examining how this speech relates to behavior change. Four of these studies were conducted with at-risk youth; however, none of them examined how speech during the group may affect both AOD behavior and risky sexual behavior. Engle and colleagues analyzed 19 adolescent group sessions for 108 youth aged 10 -19 receiving AOD treatment (Engle et al., 2010) . Correlational data showed that when youth expressed positive commitment language (e.g., "I'm quitting for the summer"), and peer response was also positive ("That's cool"), teens had better marijuana use outcomes. The more positive and less negative the peer responses, the greater the reduction in marijuana use. Group facilitator empathy was also correlated with more positive commitment language and peer responses to commitment language (Engle et al., 2010) . D'Amico and colleagues conducted an evaluation of 129 adolescent group sessions of 110 youth with a first time AOD offense to understand (a) how both facilitator and peer behavior affected change talk (CT) in the group setting, and (b) how CT during group affected an adolescent's individual AOD outcomes. This was the first study to use sequential coding to assess adolescent group dynamics by evaluating transition probabilities (D'Amico et al., 2015) . CT is defined as any self-expressed speech that is an argument for change, whereas sustain talk (ST) is speech that argues against change (Miller & Rollnick, 2012) . CT in each of the groups was more likely after the facilitator asked open-ended questions or reflected CT and when peers in the group expressed CT. In addition, CT utterances were associated with significant decreases in past 30 day alcohol use, heavy drinking in the past 30 days, and intentions to use alcohol three months later (D'Amico et al., 2015) . Two other studies from this same sample of youth highlighted the importance of facilitator speech for increasing CT at the beginning and end of the group session , and showed that particular subtypes of CT in the group setting, such as reasons (e.g., I should cut back on my use because my grades are dropping) and commitment (e.g., I stopped seeing him so I wouldn't smoke), were strongly related to improved AOD outcomes for group members (Osilla et al., 2015) . Finally, a 2016 study described a new coding scheme to assess adolescent verbal behavior during group sessions for high school students, finding that it was possible to assess language at the group level when coding live, while the group was occurring. They also found that a greater percentage of what they defined as "healthy talk" (e.g., change talk-like statements promoting reductions in and/or abstinence from alcohol and drugs or statements rejecting hazardous use and/or increases in use) during the group was associated with fewer group attendees reporting lifetime alcohol use (Ladd et al., 2016) .
The current study adds to this burgeoning literature by examining how the group process affects not only AOD use, but also sexual risk behavior outcomes among a high-risk group of young adults for which there are no studies on group process. We utilized 57 group sessions to evaluate how facilitator and peer behavior affected CT and ST in the group setting, and how CT and ST during the group affected individual behavior for both AOD use and sexual risk behavior, such as having multiple partners and condom use, three months after the group. We hoped to replicate previous findings whereby greater CT was associated with reduced alcohol use, and to move the field forward by assessing the association of CT with sexual risk behavior outcomes. Similar to D'Amico et al. (2015), we used sequential coding to assess group dynamics by evaluating transition probabilities. We examined the types of facilitator behavior and peer behavior that influenced CT and ST in the group setting, and the association of the group's CT and ST with both mechanisms of change measures (e.g., motivation, confidence; Magill & Longabaugh, 2013) and behavioral measures (e.g., use and consequences) three months after participants completed the MI group intervention. We also used a multilevel model appropriate for rolling group enrollment in order to examine outcomes at the individual level while also accounting for group membership.
Based on the studies in this area, we hypothesized that facilitator behavior that was MI-consistent, such as asking open-ended questions and providing reflections, would be associated with greater CT in the group. We further expected that CT by an individual in the group would be followed by further CT from other group members (i.e., a high transition probability for CT-CT transitions); similarly, ST by an individual in the group would be followed by further ST from other group members (i.e., a high transition probability for ST-ST transitions). We also hypothesized that greater CT during the group session would be associated with increased importance and readiness to change for both AOD use and risky sexual behavior, decreased alcohol and drug use and consequences, decreased number of partners and unprotected sex, and increased condom self-efficacy at the 3-month follow up. We expected that ST would have the opposite effect on these outcomes. Finally, we examined CT and ST overall for both AOD and sexual risk behaviors, as well as separately for each target behavior, to determine whether there were stronger associations when the CT/ST was directly linked to the specific behavior. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Method Overview
This study is a secondary analysis of data collected in a randomized clinical trial (Tucker et al., 2017) . Procedures were approved by the research institution's Internal Review Board and we obtained a National Institutes of Health Certificate of Confidentiality to protect participant privacy. We collaborated with two drop-in centers for homeless youth, located in distinct areas of Los Angeles County that tend to attract homeless youth with different sociodemographic profiles (Golinelli, Tucker, Ryan, & Wenzel, 2015) . Drop-in centers offer services to address the basic needs of homeless youth such as food and hygiene, as well as case management and other programs to meet health and social service needs. Homeless youth are more likely to use drop-in centers than other types of services such as shelters and AOD treatment (KortButler & Tyler, 2012; Pergamit & Ernst, 2010) ; thus, drop-in centers represent a place to reach those youth who may not seek care elsewhere (Pedersen, Tucker, & Kovalchik, 2016) .
Individuals were eligible for the study if they were ages 18 -25, seeking services at one of the drop-in centers, planned to be in the study area for the next month, and provided contact information so that they could be reached for follow-up. The AWARE groups occurred weekly at the two drop-in centers. Enrollment to the groups was based on rolling admission-that is, attending Session 2 did not require that the participant attended Session 1. Participants completed a baseline survey before they attended their first AWARE session, and another survey approximately three months after they completed their last group session. Participants were compensated $20 for the baseline survey and $30 for the 3-month follow-up survey. We obtained extensive tracking and locator information from participants at baseline and were able to complete follow-up surveys with 95% of intervention participants (Garvey, Pedersen, D'Amico, Ewing, & Tucker, in press) .
The current study is based upon examination of the participants' and facilitator's behavior during the AWARE sessions and therefore focuses on participants that received the program. We coded 57 AWARE sessions.
Participants
One hundred young adults participated in the AWARE group sessions. The sample was 69% male, 74% heterosexual, and diverse: 28% non-Hispanic white, 23% African American, 26% Hispanic, 23% multiracial/other. Mean age was 21.75 (SD ϭ 1.86).
AWARE Program
AWARE consists of four distinct 45-min sessions that rotate on a weekly basis. Each session was designed to be free standing so that participants could attend the sessions in any order. Participants in this voluntary program received $5 for each session attended and an additional $15 for attending all four sessions. Free snacks and condoms were available at each session. Two project staff, not affiliated with either drop-in center, attended each AWARE session: one was a Bachelor-level facilitator who delivered the curriculum and the other was an individual who provided any needed assistance (e.g., distributing materials).
The facilitator manual included a protocol for each session and utilized a MI approach. For example, at the beginning of each session, the facilitator asked the group members to discuss ways to make the group comfortable and safe for one another (e.g., all agreed to confidentiality and to respect others in the group). MI strategies were used in every session to deliver content (Tucker et al., 2017) . Specifically, the facilitator asked for permission to share information with the group and after presenting information, asked group members what they thought of the information, and reflected group member statements. Behavioral change tools were utilized throughout the sessions. For example, the facilitator used willingness and confidence rulers, a motivation-building exercise in MI, to facilitate discussions about where participants were in terms of their willingness and confidence to change (or not change) their AOD use or sexual risk behavior.
The AWARE curriculum provides gender-specific normative feedback on alcohol use based on national data, as well as drinking prior to sex and number of sex partners based on data from a prior survey of a probability sample of homeless young adults in Los Angeles County (Tucker et al., 2014) . This type of normative feedback has been used successfully in several interventions with 18-25-year-olds to address both alcohol use (Miller et al., 2013; Tanner-Smith & Lipsey, 2015) and risky sexual behavior, such as number of sexual partners and drinking before sex (Lewis et al., 2014) . The curriculum also involves sharing basic information on HIV/STI transmission and the effects of AOD use on the brain; providing condom use skills training; providing normative feedback on alcohol use and HIV-risk behavior among young adults; discussing unrealistic beliefs about AOD use and HIV risk; discussing potential benefits of both cutting down and stopping risky behaviors; and discussing risky situations and coping strategies (e.g., avoiding certain high-risk situations, protecting yourself when drinking or having sex). For the normative feedback, each youth received an individualized feedback sheet with an ID number that contained data from their personal survey. This sheet was then discussed in the group as the youth viewed their own answers in the context of the group discussion. They could keep this sheet or give it back to the facilitator to shred. All sessions included discussion of the connection between AOD use and risky sexual behavior. Alcohol use was the focus of much of the AOD discussion, and other substances, such as marijuana, amphetamines or heroin, were discussed as appropriate within each group.
The first author (who is a member of the Motivational Interviewing Network of Trainers or MINT) was the lead trainer on MI, and the third author was the lead trainer on the AWARE curriculum. The facilitator received a 1-day workshop on MI and practice sessions for each of the four sessions. All AWARE groups were digitally recorded. EJD and JST reviewed recordings and provided 1-hr weekly supervision to facilitators. The Motivational Interviewing Treatment Integrity scale (MITI: Moyers, Martin, Manuel, Hendrickson, & Miller, 2005) was used to monitor intervention fidelity and to provide feedback during supervision. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Study Measures
Covariates. Analyses controlled for standard demographic characteristics (age, gender, race/ethnicity, sexual orientation), as well as drop-in center site. Participants were categorized on race/ ethnicity as Black, non-Hispanic White, Hispanic, and Multiracial/ Other. For sexual orientation, participants were asked which of the following terms best described their sexual orientation: straight/ heterosexual, bisexual, gay, questioning, lesbian, or asexual. Participants were then categorized as heterosexual versus nonheterosexual.
AOD use. Frequency of AOD use in the past 3 months was assessed both at baseline and three-month follow-up by rating how often participants had at least one full drink of alcohol, used marijuana, and used each of eight types of other drugs on a scale from 0 ϭ never to 7 ϭ everyday. We examined frequency of alcohol, marijuana, and each of eight types of other drugs (crack, cocaine, heroin, methamphetamine, ecstasy, hallucinogens, inhalants, and over-the-counter medicines "to get high") in the past 3 months using a scale from 0 ϭ never, 1 ϭ less than once a month, 2 ϭ once a month, 3 ϭ 2-3 times a month, 4 ϭ once a week, 5 ϭ 2-3 times a week, 6 ϭ 4 -5 times a week, 7 ϭ everyday. We collected more detailed information on alcohol use, given that alcohol was the main substance addressed in AWARE. Past 30 day use was assessed by asking how many days they had at least one full drink of alcohol and, on those days, how many drinks they consumed. Based on this information, participants were classified as 1 ϭ nondrinker, 2 ϭ nonheavy drinker (always Ͻ5 drinks per day), 3 ϭ heavy drinker (5 ϩ drinks on 1 to 4 occasions), and 4 ϭ frequent-heavy drinker (5ϩ drinks on 5 or more occasions). Negative consequences at baseline and follow-up were assessed with the 24-item Brief Young Adult Alcohol Consequences Questionnaire (B-YAACQ; Kahler, Strong, & Read, 2005) . We summed the number of negative consequences participants had experienced in the past 3 months.
Sexual behaviors and cognitions. Number of sex partners in the past 3 months at baseline and follow-up was calculated by summing the number of primary partners (defined as "a boyfriend, girlfriend, spouse or other 'steady' partner") and the number of casual partners (defined as "not steady like a boyfriend/girlfriend or spouse, but instead is more casual, like once-in-a-while, 'in the moment', a 'friend with benefits', or maybe 'just for fun'") with whom they had oral, vaginal, or anal sex. Proportion of unprotected sex in the past 3 months was calculated from information on the number of times they had vaginal or anal sex during this period and how many of those times involved condom use. Condom self-efficacy was assessed with 8 items from Brafford and Beck (1991) that ask about confidence in discussing condom use with partners, remembering to use condoms, and ability to use condoms (1 ϭ strongly disagree to 4 ϭ strongly agree; ␣ ϭ .80).
Motivation to change was assessed for both AOD use and sexual behaviors at baseline and follow up. We used separate rulers asking how important it was to them to cut down or stop their AOD use [increase their condom use], how ready they were to cut down or stop their AOD use [increase their condom use], and how confident they were that they will cut down or stop their use [increase their condom use]. Current AOD nonusers [consistent condom users] were asked to report on their motivation to remain a nonuser [consistent condom user] . Separate AOD rulers were used for alcohol, marijuana, and drugs other than marijuana. All items were rated on a scale from 0 ϭ not at all to 10 ϭ extremely (Boudreaux et al., 2012) .
Statistical Analyses
To evaluate CT and ST in relation to our AOD and risky sex outcomes of interest we conducted multivariable regression models controlling for age, gender, race, sexual orientation, site and the baseline value of the outcome. All models were generalized linear models with the exception of one of our drinking outcome which was modeled as a multinomial logistic regression (4-category outcome with nondrinker as the reference). To account for the rolling group design we initially ran a multiple membership/crossclassified model (Paddock & Savitsky, 2013) where individuals were assigned a weight for each group they attended. Estimates produced from these models did not differ in significance from the model that did not include the random effect for group membership, thus we present the simpler results here.
Coding Procedure
We used the Motivational Interviewing Skill Code (MISC 2.5; http://casaa.unm.edu/download/misc25.pdf; Houck, Moyers, Miller, Glynn, & Hallgren, 2010) and CASAA Application for Coding Treatment Interactions (CACTI) (Glynn, Hallgren, Houck, & Moyers, 2012) to assess facilitator and participant speech during the group sessions. CACTI was developed as part of a large MI training study (Moyers et al., 2017) to permit sequential coding of digital audio files without the use of transcripts. It has since been applied successfully in several other studies Fischer & Moyers, 2014; Houck, Moyers, & Tesche, 2013) . CACTI can be used for sequential coding with any mutually exclusive and exhaustive coding system, such as the MISC 2.5. Each behavior code appears as a button in the CACTI graphical user interface. Coders listen to the recording and click with the mouse on the appropriate button when they decide that an utterance corresponds to a particular code. CACTI automatically records in a tab-delimited text file for each session the time, corresponding byte number of the digital audio file, behavior code, and serial position of each utterance. These files can be combined for subsequent analysis. The application is configured for MISC coding by default, but other coding systems may be substituted by editing a simple XML file (Glynn et al., 2012) . The free, open-source CACTI application and its documentation can be downloaded in a 2 MB ZIP file from https://ctcsu-player.googlecode.com/files/CACTI.zip. MISC 2.5 is broadly similar to the SCOPE coding system and introduces several behavior codes from that system, such as reflections of change talk and sustain talk, as well improvements to facilitate sequential coding. Two trained, graduate-level coders familiar with coding group interventions were used for this study. Biweekly coder meetings were held throughout the project to address progress and prevent coder drift. During these meetings coders and their supervisor (second author, J.M.H.) discussed difficult-to-code or unusual session recordings encountered since the previous meeting. Discrepancies during coder meetings were resolved by consulting the MISC manual and by input from an expert supervisor (J.M.H.). This document is copyrighted by the American Psychological Association or one of its allied publishers.
As in prior work (D'Amico et al., 2015) , individual participants were not identifiable in the session recordings. Codes for client speech could therefore apply to any participant who attended a given session. Each session was randomly assigned to one of two coders for assessment. To permit assessment of interrater reliability, approximately 10% of sessions were randomly selected for double-coding. Double-coding was performed continuously throughout the study to provide an accurate assessment of ongoing reliability. To ensure that quality of doublecoded sessions was equivalent to that of coding for other sessions, coders were informed that any session they coded could be selected for double coding (Taplin & Reid, 1973) and were masked to the coding pass to which they were assigned (i.e., original code vs. double code).
Consistent with prior work examining multiple behavioral targets (Rowell, Houck, Benson, & Feldstein Ewing, 2015) , client CT and ST were captured separately for AOD use and for sexual behavior. For example, the participant statement "I really like the way drinking makes me feel" or "Using meth helps me get through my day" would be rated as sustain talk about AOD use (Desirenegative), whereas the statement "I'm afraid I might catch some disease" would be rated as change talk about sexual behavior (Reason positive-sex).
Results
The 100 AWARE participants attended an average of 3 sessions (mean 2.79; SD ϭ 1.25). AWARE was delivered from 1/23/14 to 5/7/15. Each of the four AWARE sessions was provided at least twice, and some sessions were delivered as many as five times during each 16-week cycle, depending upon what sessions were needed by youth to complete the program (Garvey et al., in press). After the 11th week of the intervention cycles, some sessions were canceled because no eligible participants were located to attend. This happened five times at the urban site (16% of scheduled sessions) and twice at the beach site (6% of scheduled sessions). Over the course of the study the intervention group sizes ranged from 2 to 10 youth at the urban site with an average group size of 4, and from 2 to 13 youth at the beach site with an average group size of 5.
Fifty-seven AWARE group sessions were coded for AOD and risky sex CT and ST. The average total number of CT utterances was 91.70 (SD ϭ 71.13) for AOD use and 63.23 (SD ϭ 42.04) for risky sex. The average total number of ST utterances was 47.24 (SD ϭ 37.23) for AOD use and 27.67 (SD ϭ 19.30) for risky sex. Table 1 provides descriptive statistics on baseline variables.
Sequential Coding Results
The term "Lag" is used to indicate the relative position of utterances. Lag 0 indicates the first utterance in the series of interest, Lag 1 indicates the second, Lag 2 indicates the third, and so on. We assessed only Lag 1; that is, the temporally adjacent behavior. For any given behavior, this allows us to estimate the probability that the next behavior to occur will come from any behavior assessed by the coding system.
In any large coding sample, base rates of client and facilitator behaviors will vary such that some behaviors will occur with much greater or much lesser frequency than others. However, transition probabilities should generally be computed only for behaviors with a sufficient cell frequency of at least 5 (Wickens, 1982) . As in previous work (D 'Amico et al., 2015; Moyers, Martin, Houck, Christopher, & Tonigan, 2009) , to achieve this cell frequency we combined categories into metacodes of theoretical interest. For the participants, we combined positive desire, ability, reason, need, commit, taking steps, and other into the Change category, and negative desire, ability, reason, need, commit, taking steps, and other into the Sustain category. This procedure was computed separately for client speech about AOD and client speech about sexual behavior. All other participant speech is captured by the Neutral category.
For the facilitator, we combined advise without permission, confront, direct, raise concern without permission, and warn into Figure 1a ) and sexual behavior (Figure 1b) . Results differed significantly from a random matrix, 2 (256) ϭ 44883.04, p Ͻ .001, which indicated that observed patterns did not occur at random. We observed the hypothesized associations between facilitator reflections and participant behavior. In general, CT was more likely than expected by chance to follow RefCT and ST to follow RefST; these effects were stronger for AOD behavior-specific reflections. For instance, when target behaviors were combined, the probability of CT after RefCT was .38 (p Ͻ .001, Odds Ratio ϭ 5.83, Log-normalized Odds Ratio ϭ 1.76) and the probability of ST after RefST was .32 (p Ͻ .001, OR ϭ 11.06, LNOR ϭ 2.40). In contrast, when these behaviors were examined separately, the probability of AOD CT after a reflection of AOD CT was 0.43 (p Ͻ .001, OR ϭ 13.71, LNOR ϭ 2.62), and the probability of sex CT after a reflection of sex CT was .35 (p Ͻ .001, OR ϭ 11.01, LNOR ϭ 2.40). Thus, when the target behaviors were examined separately, effect sizes for these withinsession communication patterns increased dramatically for AOD (by between 36% to 49%) compared with effect sizes when target behaviors were combined. However, for risky sexual behavior they decreased slightly. Overall, there were more utterances of AOD CT than sex CT, which may have influenced these findings.
Finally, we examined associations among peer speech in the groups. As in our prior group work (D'Amico et al., 2015) , participants' speech tended to follow that of their peers. That is, for both AOD and sex, individuals' CT was more likely than expected by chance to follow peer utterances of CT (AOD OR ϭ 10.29, LNOR ϭ 2.33; Sex OR ϭ 8.34, LNOR ϭ 2.12), and individuals' This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
ST was more likely than expected by chance to follow peer utterances of ST (AOD OR ϭ 13.45, LNOR ϭ 2.60; Sex OR ϭ 21.32, LNOR ϭ 3.06). In addition, across target behaviors, CT and ST suppressed each other; CT was less likely to follow ST, and ST was less likely to follow CT.
Multivariable Models
For the multivariable models, we examined the effects of CT and ST on outcomes at three month follow-up. We controlled for age, gender, race, sexual orientation, site, and the baseline value of the outcome. Results for AOD behaviors are shown in Table 2 and results for risky sex behaviors are shown in Table  3 . The parameter estimate represents the expected difference in the outcome variable associated with a change in one unit of the CT or ST predictor (i.e., one additional CT or ST utterance). We examined CT and ST utterances for each specific behavior; for example, whether AOD CT utterances were associated with specific AOD outcomes. We found that AOD utterances were associated mainly with alcohol variables. Specifically, more AOD CT utterances were associated with a decreased likelihood of being classified as a 'heavy' drinker for past 30 day alcohol use at follow-up. Specifically, Table 2 shows that the odds ratio of a being a heavy drinker versus a nondrinker at follow-up is 0.989 for each additional CT utterance. On average, participants were exposed to about 92 CT utterances. The odds ratio of being a heavy drinker versus a nondrinker at follow-up for 92 CT utterances is therefore 0.36 (ϭ 0.9899 2). This indicates that the odds of being a heavy drinker versus a nondrinker at follow-up for someone who heard 92 utterances is about one third the odds for someone who heard zero utterances. AOD ST utterances were associated with lower readiness to change alcohol use and lower confidence to change alcohol use, as measured by the motivation and confidence rulers. Risky sex CT and ST were not statistically associated with any of the risky sex behavior outcomes at follow-up.
Discussion
This study examined the group process for homeless young adults, a high-risk population for which there are few brief interventions and no Group MI interventions. Previous work in this area has shown that CT during groups with at-risk adolescents is associated with reduced AOD three months later (D'Amico et al., 2015) . During the groups with homeless young adults, we found that when the facilitator reflected CT there was increased CT in the group session, whereas when the facilitator reflected ST more ST utterances occurred. Overall, we found that CT utterances were high for both AOD and risky sex behaviors during the group sessions, whereas the number of ST utterances was much lower. This emphasizes how skilled facilitators can work with high risk young adults around these issues and can help them think about potentially changing their behavior. When we examined the target behaviors separately, we found that the probability of CT for AOD use was much higher after a reflection focused specifically on AOD behavior, whereas for risky sexual behavior, the probability of CT was higher when sex and AOD behavior were combined. The AWARE sessions focused on both AOD use and risky sexual behavior; however, overall, there were more CT utterances focused specifically on AOD compared to risky sex, which may have affected findings. MI interventions are generally designed for participants who feel two ways about a particular target behavior; it may be that the young adults in our sample simply did not feel ambivalent about their sexual behavior to the extent that they did Note. We have bolded p values below .05. a The multinomial logistic regression was used to predict drinking categories, with non-drinker as the reference group. This document is copyrighted by the American Psychological Association or one of its allied publishers.
about their AOD use. Future work should continue to examine both the effects of CT overall and effects of CT for individual behaviors, especially for high risk populations, so that clinicians and researchers can obtain a better understanding of how CT connects to the individual risk behavior.
In terms of outcomes, we found that both CT and ST for AOD use were associated with changes in attitudes and behaviors for alcohol use at the three month follow up. Specifically, youth in groups that had greater CT were also less likely to be classified as a 'heavy' drinker at three month follow-up. In contrast, youth in groups with greater ST reported lower readiness and lower confidence to change alcohol use at three month follow-up. This highlights the importance of both types of talk during group in this high risk population, and how wanting to maintain drinking behavior can affect not only motivation or readiness to change, but also confidence to change. In contrast, willingness to talk and think about change can reduce heavy drinking behavior, which is important as alcohol use is often associated with other risk behaviors in this population (Heerde & Hemphill, 2015; Tucker et al., 2012) .
We did not find effects of CT or ST on marijuana use. This is likely because the intervention was focused on alcohol, and marijuana was not specifically addressed as part of the program unless it was brought up during the group by group members (Tucker et al., 2017) . Similarly, we did not find effects of CT or ST on other drug use, which may be a result of using a composite score given that other drug use overall was low compared with alcohol and marijuana use. Given the changing legal environment and young adult attitudes around marijuana use in particular, intervention work with this at-risk population should continue to examine these issues.
In contrast to our expectations, risky sex CT and ST were not statistically associated with any of the risky sex behavior outcomes. One issue with our examination of this behavior is that we did not have a large sample of young adults that reported engaging in sexual behavior at both the baseline and follow up (68.8%), and of those who reported engaging in sexual behavior, most (40% at baseline and 53% at three month follow-up) reported sex with just one partner. Thus, more work is needed to examine the association of CT and ST for sexual risk and protective behaviors with a larger sample of sexually active youth. Of note, even though we were not able to show the association of CT and ST with these risky sexual behaviors with this small sample of young adults that reported sexual behavior, we did find positive intervention effects on condom use and condom use self-efficacy among the most sexually active young adults (Tucker et al., 2017) .
As in prior work (D'Amico et al., 2015; Engle et al., 2010) , AWARE participants were influenced by the within-session speech of their peers. Examination of each individual behavior showed that during the group sessions, CT increased CT for that specific behavior and ST increased ST for that specific behavior. In addition, for both AOD use and sexual risk behavior, CT suppressed ST and ST suppressed CT. Thus, peers continue to play an important role in the group process. Taken together with our facilitator findings, this suggests that the facilitator can increase group member CT by using CT reflections based on individual responses during the session, which may then encourage group members to generate more of their own CT. This is especially important with high-risk populations that may be initially more inclined to produce ST, which can reduce the likelihood of positive change. The facilitator must therefore be able to address the struggle that these young adults may have about changing their high risk behavior, while also discussing potential reasons for change.
Limitations of the current study include self-report, generalizability, a measure of composite drug use, and power to detect effects for risky sexual behavior. Most studies of this nature are conducted using self-report behavior, the limitations of which are well known, but often exaggerated (Chan, 2008) . In fact, recent work with young adults age 18 -21 has shown that self-reported alcohol use is corroborated by a biochemical measure, transdermal alcohol assessment (Simons, Wills, Emery, & Marks, 2015) . Given the training of our staff and the focus of confidentiality and privacy, we feel confident that participants felt comfortable answering survey questions honestly. This was apparent in our groups, as participants discussed their AOD use and risky sexual behavior openly. We partnered with two drop-in centers in LA County; thus, it is unclear whether results are generalizable to other drop-in centers in other regions. Given that many participants did not report other drug use, we used a composite measure, which limited our ability to detect whether CT or ST influenced drug use at the three month follow up. In addition, few participants reported engaging in risky sexual behavior (e.g., 53% reported having only 1 partner at follow-up), making it difficult to detect associations between CT and ST and the risky sexual behavior outcomes. Finally, as with other group work, we cannot link CT or ST This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
utterances during the group with particular individuals; rather, each group had an overall CT or ST score, and each individual was assigned that score. Although this limits our ability to know which individual produced the "talk", as noted in our other group process research, it indicates that individual young adults do not necessarily have to produce CT to make positive changes in their behavior (D'Amico et al., 2015) . Overall, this work is an important first step in understanding the group process among a vulnerable, high risk population and how this group process may affect different risk behaviors. It is important to note that obtaining behavior change in a group setting can be more complicated than in an individual setting due to interpersonal dynamics (e.g., monitoring of between-client conversations not present in individual settings), varying experiences of participants (e.g., some may engage in a high level of substance use whereas others' use may be limited to light experimentation), and the need to actively manage potential social pressure and peer responses during the group that are not part of individual interventions (e.g., managing increased sustain talk from an otherwise collaborative participant) (Feldstein Ewing et al., 2012) . This is particularly true for at-risk youth, for whom there is potential for iatrogenic effects-the facilitator must competently address ambivalence and be skilled in understanding how to acknowledge both reasons that youth may not want to change their behavior while also discussing the reasons for change (D'Amico et al., 2015) . We found that CT occurred fairly frequently among homeless young adults during the group sessions, that CT related to AOD use predicted subsequent alcohol use, and that CT utterances were also specific to different behaviors. Additional research is needed with larger high-risk samples to explore these associations further, particularly in relation in risky sexual behavior so that there is enough power to detect potential associations.
